ABSTRACT
INTRODUCTION
Suicide is a complex behavior involving biopsychosocial factors which may manifest as an ideation, a tendency, or an attempt. 1 Suicidal ideation consists of thoughts of intentional self-harm or death, and attempted suicide and suicide are voluntary self-harm behaviors. Finally, suicide is defined as suicidal behavior resulting in death. 2 Although suicide vary according to regions or countries, every year, almost one million people die from suicide with a mortality rate of 16 per 100,000. Suicide is among the top ten causes of death worldwide and is the second leading cause of death between 10-24 years. 3 In many studies it has been pointed out that suicidal attempts are more common in women, while suicide related behaviors by men tend to be more serious, resulting in completed suicides in many cases. [4] [5] [6] Psychiatric disorders, genetic, personality, hopelessness, early traumatic life events, neurobiological disturbances, physical disorders, social factors, availability of means, and exposure to models have been shown as the risk factors for suicidal behavior 7 and history of self-harm or suicide attempts are known as the strongest factor for subsequent suicides, present in at least 40% of the cases. [8] [9] [10] [11] [12] Due to the complex pattern of suicide, suicide behaviours are classified as planned, unplanned/impulsive, lethal, non-lethal, first time and multiple in most of the studies. 13, 14 Researchers are focused on different risk factors and preventative strategies for different suicide behaviors.
Planned suicides are identified with the presence of a prior suicidal planning in a person's lifetime that may be more lethal while unplanned or impulsive suicides involve little preparation. 11 Although most of the studies suggest that less planned and more impulsive suicide attempts are less lethal, they may still result in death as some researchers mentioned before. 14 According to the number of suicide, first-onset suicidal behaviour is found to have more stronger links with social, economic factors and negative life events than multiple suicidality. 15 Another risk factor in different cultures is different prejudices for suicide. In a recent study 25% of the participants agreed that people who suicided were 'weak', 'reckless', or 'selfish'. 16 The stigmatization of suicide in community, may impair help-seeking behavior and the compliance of treatment which would be a risk factor for preventing suicide.
Emergency services are the first and perhaps the most important step to evaluate the suicide attempters and even prevent the future suicides. Therefore, this paper presents the findings obtained from the reports of suicide attempts that resulted in admission to the emergency service in a university hospital in Turkey during a five year period. The aim of this study was to determine the sociodemographic risk factors, compare the violent-nonviolent and first time-multiple attempters and to investigate the clinical observation results in five years. To the best of our knowledge this study is the first determining the treatment refuses after a suicide attempt in an emergency service.
METHODS
A total of 640 medical records of the suicide attempters who were admitted to the emergency service of a university hospital in Turkey were reviewed retrospectively during a five year period. We evaluated the medical records of the patients, including emergency medical service, psychiatric and the intensive care records.
The demographic variables, date of admission, follow-up results, suicide method and psychiatric records (violent/non-violent, impulsive/ planned, stress factor before the attempt, first attempt or multiple) about the suicide were Anadolu Psikiyatri Derg 2014; 15:124-131 _____________________________________________________________________________________________________ obtained by two psychiatrists. Suicide attempts were classified due to ICD-10 as violent (hanging, stabbing, shooting, jump from buildings or in front of vehicles, severe deliberate car accident, electricity, fire) or non-violent (illicit or prescription drugs, gas suffocation, drowning) according to the methods which was used in various studies. [17] [18] [19] Unplanned attempters have commonly been called impulsive attempters, because of the unpredictability of their suicide attempt and we recorded the suicide attempters who did not have a plan for a suicide attempt in their lifetime as impulsive attempters. 20 Precipitating stressors were recorded based on the statements of the patient or family members. All stress factors were defined as: unemployment, economic distress, couple/family or other relationship problems, chronic physical illness, substance abuse, occupational stress, academic stress, death of friends or relatives, living alone, and others due to the precipitating stressors checklist which was identified before. 21 The results were analyzed by using SPSS for Windows 15.0. In the statistical analysis, the chi-square test was used for comparing nominal variables. Differences were considered as statistically significant for p values under 0.05. This study was approved by the university ethics committee.
RESULTS

Sociodemographic characteristics of suicide attempters and clinical observations
A total of 640 suicide attempters were recorded including 424 (66.3%) females, 216 (33.7%) males. According to the age groups, 15-24 (s=369, 57.7%) and 25-34 (s=135, 21.1%) groups constituted the majority of the cases. The most common method was self-poisining with drugs (s=541, 84.5%).
Of all suicide attempters, 242 (37.8%) were externalized after emergency service follow-up, 186 (29.1%) were externalized from intensivecare unit, 94 (14.7%) were externalized after a clinical follow-up, 72 (11.3%) were hospitalized in a psychiatry department, 41 (6.4%) refused the treatment in the emergency service and five (0.8%) were recorded as exitus.
Characteristics of the first-time and multiple suicide attempters
Comparison of demographic characteristics and features of the first-time and multiple attempters are shown in Table 1 . Of the 640 suicide attempters, 352 (55%) were first-time and 288 (45%) were multiple attempters. The majority of the attempters were in 15-24 age group. There were no significant differences between the first time and multiple attempters for age and gender.
The most common suicide behaviour was impulsive (82.5%). Impulsive suicide attempters were most likely to be the first-time attempters while the multiple attempters were more planned and there was a significant difference between the groups (p<0.001). Presence of a stress factor was higher in the first-time suicide attempters group than multiple suicide attempters (p<0.001). Comparing the clinical follow up results of the two groups revealed a difference that was statistically significant even after controlling the suicide victims' scores (p<0.001). After the attempt, first-time attempters were more likely to be discharged from the emergency department (71.9%) and multiple attempters were more likely to refuse treatment (92.7%). The highest frequency of repeated suicide attempts was recorded for the group with a mental disorder before the attempt (p<0.001).
Characteristics of violent and non-violent suicide attempters
A comparison of demographic characteristics and features of violent and non-violent suicide attempters are shown in Table 2 . Among 640 suicide attempters, 86.6% (n=554) used nonviolent methods while 13.4% (n=86) attempted suicides by violent methods. There were significant differences in the age groups between non-violent and violent suicides. Among the non-violent suicide attempters, 91.9% were in 15-24 age group and violent methods were less common in the same age group (p<0.001). Male gender was more likely to attempt suicide by violent methods while female was preferring non-violent methods (p<0.01). Marital status was also significantly different between violent and non-violent groups (p<0.001). Single attempters were more likely to prefer non-violent methods than married attempters and married attempters preferred more violent methods than singles (p<0.001). Suicide attempters using violent methods were more planned than those using non-violent methods while impulsive attempters preferred non-violent methods.
The majority of the violent suicide attempters were recorded in summer (21.1%) and those 
DISCUSSION
In Turkey, the increase of suicide rate is reported as 3.30 to 4.29 per 100.000 between 2002-2012. 22, 23 Suicide is more common in men than women for all age groups; but highest over the age of 75 for men (15.22/100.000) and between the ages of 15-19 for women (5.58/ 100,000). However, the rate of suicide attempts is more than suicides and reported as 78.89/100.000. 24 In a recent study, suicide attempt rates of women are 4 times higher than men. 25 Another study conducted in Turkey reported that of the 193 suicide attempters, 78% were women and %22 were men with the mean age of 24.6±9.3.
26
According to Turkish Statistical Institute (TUIK), suicide rates are reported as approximately 140/100.000 in Izmir which shows a significant increase since 2002, and the proportion of suicide attempts was regarded as 72% for women and %28 for men. 27 In a recent research about suicide attempts admitted to an emergency service for two years, has reported the proportion as 73.1% women and 26.9% men with the mean age 28.1±9.9. 28 In another research, including 1566 suicide attempters, 78.9% were women while 21.1% were men mostly between the ages of 15-24. 25 Finally, the majority of the studies in our country and the others have highlighted that suicide attempts are more common in women and between the ages of 15-24. 6, 24, 27, 29, 30 Although we have found a slightly increased proportion for men suicide attempters (33.7%) our results were concurrent with the findings The majority of the suicide attempters were women and belonged to the age groups of 15-24 and 25-34 like in our country and the others. 6, 27, [31] [32] [33] In our study, most of the suicides were nonplanned. In a recent study conducted in Turkey, suicide attempts were found to be associated with relationships and psychosocial factors in younger ages. 34 TUIK has recently clarified the causes of suicide attempts as family incompatibility, economic problems, illness, emotional relationship problems, business/educational failure and the others. 27 In our study, we similarly revealed that a stress factor was indicated before the attempts, especially for the first ones and most of them were externalized after a follow-up in the emergency service. Therefore, we suggest that we may overlook the cases that need more elaborate psychosocial support for problem-solving, and clinicians should be aware of the stress factors before externalizing.
In TUIK reports, the methods chosen for suicide are hanging (50.7%), firearms (24.9%), jumping from a higher place (10.3%) and use of chemicals (5.1%), respectively. The most common method for suicide attempts is reported as taking chemicals (90.65%).
27,33,35 Our results also revealed that self-poisoning with drugs was common in 84.5% of the cases.
We found that 13.4% preferred violent methods but about one third (29.1%) of the suicide attempters were to be treated in intensive care and this ratio might represent more serious attempts. As determined before, we can assume that non-violent suicides may also be lethal based on our findings and clinicians should be aware of the risks. 36 Another point was our results showed that violent methods were mostly preferred by men and married. Recently it has been reported, hanging and using firearms is two times common in men than women for suicide attempts compatible with our findings.
27 This situation is supported by an extensive literature that male suicides have stronger intention to death than women. 37 Therefore men would prefer more lethal methods. But being married is known as a protective factor that contradicts with our findings. That result may be due to higher impulsivity and relationship/occupational problems which are more common in younger ages that are mostly unmarried and prefer non-violent methods frequently. Also according to the recent data, suicide attempt rates were not found significantly different between married and never married groups. 27 Besides 50% of the suicide cases were reported as married in Turkey which might support the idea that other precipitating factors would be more effective. 23 Researches about the seasonality on suicide presents conflicting results. 38, 39 In TUIK reports of the last three years, among the 14.999 suicide attempts, 4344 (29.0%) were performed in summer months while 3254 (21.7%) were recorded in winter months.
27 ġevik et al. and Asirdizer et al. have also indicated that suicide attempts were more frequent in summer months. 26, 40 Increased frequency of suicide attempts in summer were also reported in studies performed in Spain, Macedonia and China. [41] [42] [43] In our study, suicide attempts were more common in summer consistent with those studies Anatolian Journal of Psychiatry 2014; 15:124-131 and TUIK reports. 27 Although seasonal serotonergic imbalance is suggested as a cause, 44 it's complicated to explain why the frequency of violent suicides are more common in summer and further studies are needed to determine the reasons.
In our country, suicide attempters are either hospitalized to intensive care/ internal service for physical treatment or to a psychiatry clinic (preferably to a closed psychiatry clinic for high suicide risk groups). Also some of the suicide attempters are sent home after a clinical followup in the emergency service or after instructing to visit a psychiatry department in a few days if their condition is mild for physically or mentally. But a striking point of our study was another group (6.4% of all suicide attempters) which refused the follow-up in the emergency service. All suicide attempters who refused the treatment and their relatives had signed a paper to refuse the follow-up even they were informed about the risks. The majority of those were multiple suicide attempters that treatment refuses may be due to the previous treatment experience in the emergency service and not to accept the idea of a threat mentally or physically. But also this may be a result of a mental illness like depression even hopelessness, which is one of the most important predictive factor for a future suicide. 45 Our study has shown that multiple suicide attempters were more planned and had a mental disorder. Therefore, their refusal of care constitutes a risk to prevent the next suicide attempt or a completed suicide in the future. In a recent study, researchers have warned about that group, which are not hospitalized and mostly women who tend to repeat suicide triggered by relatively small stressors. They suggested that the members of this group might repeat attempts and complete suicide in the future. 46, 47 Stigmatization is another major problem in psychiatric disorders and especially in suicide. [46] [47] [48] Some of the suicide attempters may be recorded as 'intoxication' due to stigmatization problem in our country. Suicide may be seen as an embarrassing event by the suicide attempters and their families. So this would also cause a treatment refuse and leave the emergency service as soon as possible.
The limitation of our study was that the medical and mental data were obtained from the medical records and was not a longitudinal study. Therefore some of the information was missing due to recording issues. Besides this study did not include various emergency records in different emergency units of Turkey.
As a result, our findings about the sociodemographic features of suicide attempters were concurrent with the results in literature. Multiple suicides were more planned, and mostly had a mental disorder. Violent methods were common among men and married, mostly planned and especially performed in summer. We also found that at least six of every a hundred suicide attempters who were mostly multiple attempters leave the emergency unit with their and their families' decision. Considering the fact that some of the suicide attempters might be recorded as 'drug poisining', this ratio would be higher. Further controlled studies should be performed to determine the reasons, and educational programs might be helpful for prevention of suicide in emergency services.
